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Abstract 

The ability of health professionals and other professionals in contact 
with people at risk of suicide to assess and respond appropriately to sui- 
cide risk is central to any public health programme to reduce suicide in 
the local population. The sharing of similar concepts concerning suicide 
risk is essential if services staffed by different professionals from differ- 
ent agencies are to communicate effectively and respond appropriately 
to an individual risk of suicide. This contribution outlines the clinical 
assessment and management of suicide risk in an individual (whatever 
their sociodemographic background or diagnosis), outlining factors that 
make the risk of suicide (as opposed to self-harm or mental illness) 
more or less likely. The assessment of a person who has recently self- 
harmed is also covered. Immediate management of suicide is outlined, 
ranging from how to conduct the interview, releasing emotion, specific 
approaches to bolster self-esteem and hopefulness, ensuring safety, and 
providing support through family and professionals. A categorization of 
risk, used successfully in studies of the mass training of health profes- 
sionals to assess and manage patients at risk of suicide (Skills Training 
on Risk Management (STORM) studies), is offered, ranging from low to 
very high risk. The level of risk assessed is allied to a clear action plan 
for each category of risk. In this way staff will know what the manage- 
ment implications are in terms of managing suicide risk (but not other 
clinical needs) based on the assessment of category of risk. Finally, the 
issue of acquiring these clinical skills is discussed briefly. 
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There is acommonly held myth that asking a person about suicide 
will increase the risk that he or she will self-harm. In fact, asking a 
person about suicidal thoughts will not plant an idea that was not 
there before, and most people who are contemplating suicide feel 
relieved to be able to talk about it. Suicide risk cannot be assessed 
without specific but sensitive questioning, and if the clinician 
needs to refer on to other agencies it is helpful to be able to give 
specific information - this may even speed up the process. 

Assessment should cover life problems, evidence of mental 
disorder, past attempts and coping strategies in previous crises, 
in addition to current risk. Health professionals need to be profi- 
cient in basic interviewing skills. They also need to have a posi- 
tive attitude to helping people at risk of suicide and confidence 
in their skills to communicate well with them.! 


Assessing suicide risk 


When assessing suicide risk it is essential to explore ideas of 
hopelessness. Hopelessness is characterized by feelings that the 
current situation is not only intolerable right now, but will never 
improve in the future (‘Do you think your life could ever get 
better?’, ‘How do you see the future?’). Hopelessness is often 
associated with helplessness - the feeling that nobody can help 
to improve the current situation. Does the patient have anything 
to look forward to? Patients who are looking forward to a future 
event are less likely to die by suicide in the immediate future, but 
professionals should beware of patients who plan to wait until 
they have seen through a particular event, such as a birthday, 
before attempting suicide. Beware also of the situation where a 
person admits to a significant degree of hopelessness but appar- 
ently denies suicidal intent rather too easily. 

If a patient describes a degree of hopelessness or helplessness, 
or if there is reason to believe a patient to be suicidal (i.e. evi- 
dence of recent self-harm), thoughts of suicide should be asked 
about specifically (Box 1). Active wishes to kill oneself are more 
serious than passive wishes to be dead (e.g. ‘I wish I could just 
go to sleep and not wake up’). Beware of patients who have 
thought about measures to prevent detection (e.g. have planned 
to attempt suicide when their partner is at work, or children at 
school). Some interviewers are not direct enough in their ques- 
tioning because they feel too embarrassed or awkward to ask 
about suicide plans for fear of offending the patient. Ambiguous 
questioning may result in inaccurate interpretation of the per- 
son’s response. For example, if the question Is asked: ‘Have you 
thought about getting away from it all?’, a ‘yes’ response could 
be interpreted as suicidal ideation when in fact the patient may 
simply feel he or she needs a break from the source of distress. 


Previous contact 


Some suicides are unpredictable, but more than 70% of people 
who go on to die by suicide have been in contact with at least 
one of a variety of helping agencies,’ including: 

e primary care (and walk-in centres) 

e crisis or mental health helplines 

e accident and emergency departments 

e psychiatric services, including crisis teams 

e general hospital services 

e police and criminal justice services 
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Assessing suicide risk 


1 General interviewing skills 

e Establish rapport 

e Open questioning style 

e Pick up verbal and non-verbal cues 

e Demonstrate acceptance of the patient 
e Clarify ambiguities 

e Summarize 


2 Clarify current problems 


3 Specific questioning about suicidal intent 
Explore hopelessness 
o How do you see the future? 
e Wishes to be dead 
o Fleeting or persistent? 
e Specific plans for suicide 
o Have you ever felt that you would prefer to get away 
from it all? 
Have you ever felt that life isn’t worth living? 
Have you ever thought that you would do something 
to harm yourself? 
o How recently have you thought that? 
o What exactly would you do? Do you have plans? 
o What has stopped you from carrying that out so far? 
e Measures to prevent detection 
e Factors that make suicide more likely (see Box 2) 
e Factors that make suicide less likely (see Box 2) 


4 Background: past suicide attempts, coping mechanisms 


5 Symptoms of mental disorder 


Box 1 


e voluntary agencies, including counselling and substance mis- 
use services 

e social services. 

Most patients reveal suicidal intent under direct questioning from 

a sympathetic interviewer; only a minority deny suicidal intent 

when they are in fact planning suicide. Factors that make suicide 

more and less likely are given in Box 2. 


Assessing risk following an episode of self-harm 


The risk of suicide following an episode of self-harm is 100 
times that of the general population. Some people use self-harm 
as a coping strategy and have no plans of suicide. Others use 
self-harm as a way of communicating intense distress to other 
people. It is important to be aware of factors associated with sui- 
cide after self-harm. In a recent study, predictors of subsequent 
suicide were: avoiding discovery at the time of self-harm, not 
living with a close relative, previous psychiatric treatment, 
self-mutilation, alcohol misuse, and physical health problems.* 
Clinicians should be particularly wary of the high suicide risk 
in people who repeatedly harm themselves with increasing 
frequency and increasing seriousness. The recommended content 
of the interview is summarized in Box 3. 
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Factors that make suicide more or less likely 


Factors that make suicide more likely 
e Immediate intention to carry out suicide 
e Specific plan of suicide 
e Choice of violent method of suicide (e.g. hanging, shotgun) 
e Access to means of suicide 
e Plans for death (e.g. will changes, family farewells) 
e Recent escalation of: 
o suicidal behaviour (e.g. self-harm) 
o maladaptive behaviour (e.g. drug or alcohol abuse) 
o help-seeking behaviour (e.g. visiting general 
practitioner, accident and emergency department) 
e Current symptoms of mental disorder (see below) 
e Previous high-risk suicide attempt 
e Likelihood of further bad news - ‘the last straw’ 
e A self-imposed deadline passes without the good news the 
person hoped for 


Factors that make suicide less likely 
e Astatement from the patient ensuring that he or she will not 
attempt suicide if a particular event occurs; however, this 
lowers only the immediate risk — beware if event is not under 
patient’s control (e.g. ‘I will not attempt suicide if my wife 
comes back to me in time for our anniversary’) 
e Looking forward to future events 
e Being afraid of: 
o death 
o being left physically/mentally damaged 
o the attempt having no effect on family/friends 
© no one to look after children or significant others 
e No access to means of suicide 


Box 2 


Managing the immediate crisis 


There are six main aims: 

e to calm the person down 

e to reduce the immediate risk of suicide 

e to enhance hope and confidence 

e to improve effectiveness in tackling problems 

e to arrange treatment of mental disorder 

e to arrange follow-up for people at medium or high suicide 
risk (Table 1) irrespective of whether they have a mental dis- 
order; negative life events often precede suicide whether or 
not patients have a mental disorder.* 

In most instances, crisis management follows naturally from 

assessment and often starts before assessment has been com- 

pleted, to prevent the subject from getting too depressed. 


Allowing emotion to be released 


The crisis cannot usually be defused without the patient releas- 
ing some of their emotion. The clinician should show that it is all 
right if the patient wants to cry or shout. When intense emotion 
accompanies a topic of conversation, it is likely to be important 
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Assessment of a person who has recently self-harmed 


The interviewer should ask about: 


Antecedents 

e Duration and degree of planning of suicide attempt (greater 
risk of suicide if attempt was planned, especially if planning 
occurred over some time) 

e Detailed account of events in preceding 48 hours 

e Final acts (suicide note, will, etc.) 


The attempt 

e Lethality (hanging, shooting, drowning, carbon monoxide 
poisoning are all very high risk) 

e Expectation of outcome (the expectation of the person 
engaging in self-harm is more important than the clinician’s 
own expectation: professionals may be aware that a handful 
of aspirin is unlikely to be fatal - the person taking them 
may not) 

e Precautions against discovery 


Mental state 

e Mood (especially hopelessness or worthlessness) 

e Suicidal thoughts 

e Current attitude (regret or guilt concerning the recent suicide 
attempt is less likely to be associated with completed 
suicide) 


Box 3 


to the underlying problem. Crying can be a release that gives 
the distressed person some relief from suffering and thus slightly 
reduces the immediate risk of suicide. Aggression towards the 
interviewer, other people, or furniture must not be tolerated; the 
patient should be encouraged to say what is wrong. Aggression 
is a way of testing others - patients will usually say afterwards 
that they do not feel in control of themselves, and remain sui- 
cidal unless they find someone who can be both assertive and 
supportive. 

The suicidal patient should not leave the interview until the 
clinician is sure that he or she is calm and there is a safe and 
practical plan of what they are going to do in the next 24 hours. 
If this stage cannot be reached, another professional will need to 
be called, or the patient must remain in the sight of a competent 
carer until they can be re-evaluated. 


Taking charge of the interview 


Although it is desirable for suicidal patients to express emotion, 
they can become too distressed and overwhelmed by their prob- 
lems and decide to leave while still distressed and suicidal. It is 
important for the interviewer to take control of the situation by 
distracting the patient. The patient should be asked more about 
aspects of his or her life that are positive or not upsetting to 
talk about. Alternatively, issues unrelated to the patient can be 
discussed to distract from their distress. If they start to hyperven- 
tilate, the patient may need to be calmed down by teaching them 
slow, deep-breathing exercises. 
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Addressing immediate problems 


The interviewer should be aware of these from the assessment, 

but may need more information either from the patient or from 

other sources before immediate problems can be addressed. The 

following questions should be used as guidelines: 

e what exactly has happened? 

e what is the discrepancy between what has happened and 
what would be acceptable to the patient? 

e does the patient’s view of the problem sound accurate and 
plausible? 

e is the patient’s position realistic and achievable? 

e would the patient accept some form of compromise that is 
realistic and achievable? 

e does the patient require more information to check the accuracy 
or practicalities of his or her viewpoint? 

e what practical problems stop the patient from achieving an 
acceptable compromise to achieve his or her goal? 

e who else needs to be involved? 

Look at past solutions that the patient has employed in solving 

similar problems. Could these solutions be used again (possibly 

with some modification)? The patient’s problems do not need 

to be solved. In most cases, all that needs to be done is to per- 

suade the patient that there is something realistic that he or she 

could do to help their situation - that the situation is not entirely 

hopeless. 


Providing immediate support 


The vast majority of problems can be helped to some extent in 
the way outlined above. For example, terminal cancer will mean 
death, but help can be given with pain relief, putting affairs in 
order, and so on. However, sooner or later all professionals will 
encounter problems that cannot be helped. Even then, patients 
often feel more able to cope if given the opportunity to discuss 
their emotional problems with someone who is supportive. There 
may be a friend or family member who could take this role. If 
not, a health professional or another trustworthy person (e.g. a 
priest or minister) could adopt this role in the near future. The 
clinician may have to discuss how the patient could introduce 
their concerns into conversation with their future source of sup- 
port without embarrassment. 


Bolstering self-esteem 


It is important to compliment suicidal patients on sharing their 
thoughts and feelings (they have done something well at last) in 
order to encourage them to seek support in the future. Express 
the view that discussion of private and painful issues with a 
stranger requires some bravery. Patients should be reminded 
that they have succeeded in this difficult task and got some relief 
from their distress, and further discussion with the right people 
can lead to some of their problems being resolved and a wish 
to live. 


Improving hopefulness 
Discuss the final and irrevocable nature of suicide while assur- 


ing the patient that they still retain the right to carry out suicide 
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Categories of suicide risk 
Level of risk 


Low risk 

e Fleeting thoughts of suicide which are soon dismissed 
e No plan 

e Mild or mental illness — no or few symptoms of depression 
e No alcohol/drug use 

e Stable psychological situation 

Medium risk 

e Fleeting thoughts of suicide 

e No plan 

e Some evidence of mental disorder 

e Some evidence of drug/alcohol abuse 


e Unstable psychological situation but no immediate or impending crisis 


e Infrequent dangerous behaviour 

Medium to high risk 

e Frequent/fixed suicidal ideas 

e May have considered different methods but no specific plan or 
immediate intent 

e Significant mental illness 

e Unstable psychological situation with impending crisis 


Very high risk 
e Definite plan of suicide 


e Access to means of suicide 

e Significant mental illness 

e Significant drug/alcohol misuse 

e Unstable psychological situation with impending crisis 
e Escalating dangerous/‘Russian roulette’ behaviour 


Table 1 


at a later date - they are just being asked at this stage to post- 
pone the suicide (however, beware of setting deadlines). Discuss 
problems from a more realistic perspective. Has every avenue to 
finding a potential solution to the main problems been pursued? 
If not, then the situation is not entirely hopeless and thus the 
decision to take one’s own life is premature. 

Does the situation really have to be entirely hopeless or 
entirely satisfactory? Is there anything at all that the person can 
look forward to (e.g. happy family events or times of the year 
they enjoy?) Have there been any successes in the patient’s life 
and is there any prospect of repeating them, even in a small 
way? Explore with them the effects of suicide on significant oth- 
ers and whether suicide is compatible with religious or human- 
istic values the patient has. Almost all suicidal people have in 
common an illogical sense of hopelessness. They may believe 
that they have never succeeded at anything worthwhile in their 
life and that they are unlikely to do so in the future. It is impor- 
tant to expose this irrational mode of thinking before any real 
progress can be made. People in crisis are good at disqualifying 
the positive and focusing on negative events in their life. Do not 
trivialize or deny the existence of a person’s problems, but do 
emphasize that problems can be dealt with in ways other than 
suicide. Whatever the current problems are, it does not mean 
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Action needed 


e No follow-up required because of suicide risk 

e Defuse emotional distress as far as possible 

e Screen for evidence of mental disorder — if present, arrange 
for treatment, usually through GP 


e Defuse emotional distress as far as possible 

e Follow-up required in 72 hours to 1 week 

e Once safety obtained, requires a full assessment of mental 
health, psychosocial problems, and crisis prevention strategies 


e Defuse emotional distress as far as possible 
e Remove/restrict lethal means of suicide 


e Follow-up required next day 
e Once safety obtained, requires full assessment of mental 
health, psychosocial problems, and crisis prevention strategies 


e Immediate attempt to ensure safety after interview, 24-hour 
support and follow-up 

e Remove/restrict lethal means of suicide 

e Defuse emotional crisis 

e Once safety obtained, requires full assessment of mental 
health, psychosocial problems, and crisis prevention strategies 


that the future will also be filled with them - it is possible to 
break the pattern. 


Attempting to ensure safety 


The majority of suicidal people have second thoughts about sui- 
cide over a 24-48-hour period (after the first expression of intent); 
therefore, it is crucial that safety is maintained over this time. 
Occasionally, a person is suicidal for longer than 24-48 hours, 
in which case qualified mental health professionals should be 
contacted to assess them. The professional should find out whom 
the patient can confide in. What support is available? Does the 
patient still have access to any potentially fatal methods? Use of 
drugs and alcohol should be checked. 


Use of family and friends 


Family and friends can offer better support than professionals if 
they are available and empathic. However, teenagers and emo- 
tionally immature people become distressed by being with sui- 
cidal patients and should not be relied on. Friends and families 
of suicidal people should be informed of the risks and what to do 
if the situation gets worse. Clarify with the patient what is going 
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to be the most effective kind of support and who is best able to 
provide it. The patient’s view that adequate support is available 
is the most important factor in relieving distress and depression,” 
thereby decreasing the suicide risk. 


Use of other professionals 


Sometimes offers of emergency telephone access to either the 
therapist or other professionals (e.g. those working in 24-hour cri- 
sis teams, NHS Direct staff) might be considered. However, such 
offers should not be made unless there is a high certainty of their 
being available; the disappointment of being let down could lead to 
a further suicide attempt. The Samaritans are available 24 hours a 
day (UK helpline number 08457 90 90 90) and are specially trained 
to provide support for people in crisis situations. Crisis teams that 
can provide urgent assessment for people at risk have now been 
commissioned in mental health services throughout the UK, and 
their telephone number should be available locally. 


Longer-term management 


After the immediate crisis is over (which may or may not involve 
an episode of actual self-harm), other strategies must be employed 
in order to avert future crises and tackle current problems. 


Acquiring the skills 


Skill acquisition is best facilitated by: 

e a clear model of the skills to be acquired, as described above 
e modelling of the skills by an experienced practitioner (this can 
be on video) 

opportunities to practise the skills in role play 

video feedback of recorded practice interviews with real or 
role-played patients 

effective clinical supervision. 

There is a limited evidence base from which to draw conclusions 
about the effectiveness of training in risk assessment. However, 
the Skills Training On Risk Management (STORM) initiative has 
been demonstrated to achieve change in the professional skills 
and attitudes of a range of different health professionals.'°’ ® 
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